STATE OF RHODE ISLAND UNIFORM ACCIDENT REPORT

Reporting Agency: Depit. Code; .- s '[ype o Colhsxon RS T Report No:

. . . : : g foatfeal
Date of Accidemt __/  / { ¥Sun ( Mon ( )Tues ( )Pubhc Property ( JInvestigated at Scene Posted Speed:
Time: {jam{ Jpm | ( YWed ( JThu ( JFri ( )}Sat | ( )Private Property | { )Walk-In { YOther mph/km
Location:
Street/Highway: City/Town; Intersection with:

Exact Location if not at Intersection: Nearest Intersection Street:

{ JNerth ( )South { )East ( }West

Feet/or Miles: Mile Marker: / / /
Operator #1
Date of M( ) F()
Name of Opcrator: Birth: Social Security Number (Optional)
State: Zip Code:
StreeUMailing Address: City/Town:
Telephone (Opticnal}
License No: State: ( YOoperator  ( Chautfeur ( )Permit
( Motorcycle
Restriction: Transporting Placardable HM  Y( ) N{) | ( JCDL/Reqg. Yes No
Charges (If Applicable) Statue # Vehicle Direction:
Citation # Ly (2) (3) N( } SC ) EC ) W()

Vr.lude Type: #1
[(YPassenger Car {)!-’ickw—up van ( )Schl Bus{ )o: er

LE)Other Type Vehicle

Straight LTk, ( ) Tractor only

Vehicle #1

Registration No Plate Type: Year: Make: V.IN. Number:

State: Coler/Model

Registered Owner's Name: StreetMailing Address: City/Towr: Zip:
State:

Name of [nsurance Company. Insurance Policy Number: Owner’s Telephone (Optional):

Air Bags Available ()¥os ()Unkaowa Air Bags Activa ONe. (J0me ()Two. ()Driven (JTowed

Operator #2
Date of M( )y F()
Name ot Operator: Birth: Social Security Number {Cptional)
State: Zip Code:
Street/Mailing Address: City/Town;
Telephone {Optional)
License No State: ( Yoperator  { )Chauffeur ( )Permit
{ Motorcycle
Restrictions: Transporting Placardable HM  Y{ ) W() | { }CDL/Reg Yes Mo
Charges (If Applicable) Statuc # Vehicle Direction:
Citation # (1) @) (3 NC Y S( ) Bt » W)

Veiuc[e Tvpe:#2
[( )Passenger Car ( )Pick— -up Van ( )Schl Bus. ( )Gther Bus ( )Matm‘ @_ha ( )T Ttailet ( }Stralght Ttk. ( )Itactor only

{JOther Type Vehicle
Vehicle #2
Registration No, Platc Type: Year, Make: V.LN. Number:
State: Color/Model
Regislered Owner's Name: Street/Mailing Address: City/Town: Zip:
State:
Name of Insurance Company: Insurance Policy Number: Owner's Telephane (Optional).

Air Bags Available: ()Yes ()Unknown Air Bags Activated: ( )Yes ( )No ()Onc ( )Two ( )Driven ()Towed
Garage:




DMYV4

Injury Code:
Blécding/Broken Bonex] o B Ko D) Fatal
Seat Numbers:
3 [ 9
2 5 3
1 4
Occupant/Injury Information: (Please Use Appropriate Code & Seat Number): Y/N
Name of Occupant: (M (JF Date of Birth:
Street/Mailing Address: i1
Cr .
¢ 3 1] T:r'an'igélgeg' ‘Refuse Treat. | Own Doctor
Name of Occupant: (M (F Trate of Birth:
Street/Mailing Address: f !
City/Town: State 7Zip
Vehicle # Seatboc. '} ScatBelt -1 g [ Pedes/Bicy. Helmet] . Transpory Rifuse Treat. | Owp Doclor
Name of Qccupant: (W™ (F Date of Birth:
Strect/Mailing Address: o /
City/Town; - State Zip
Vehicle # Seat Loc. Seat Belt = |- Bjcet [ Injury Codé }Pedes/Bicy Helmel B Trangposted | Refuse Treat, § Own Doctor
Witness Information:
Name of Witness: Stalement Attached: ( )Yes { )No | Telephone
Street/Mailing (Optional): __
City/Tow: State: Zip
Non-Vehicle Property Damage:
Name of Qwner: Briefly Describe Non-Vehicle Property Damage: Damage by Vehicle
Street/Mailing #
City/Town., State: Zip
Road Conditions:
] Type Road Traffic Road Weather Type
Cuont. Surface Location
Stop Sign Concrete Clear Residential
ai Rural

e Officer

Comm/Indust.

il RUR Signal

3 Luanes [ *] No Controls

1 Other

4-Lanes
One-Way

“oltision/Alcohol Information: Vehicle # Operator # Operatorft
Manner Of W Calllsion With 1 [ 2 {5 Drivers'What 1 |2 | Ped/ Physical Condition 1 {2 | Ped Aleohol
Collision they are doing Bicy of Operator: Bicy Data
rior to sccident
Barrier Straight | Had Becn Drinking Test
Given
E Guard Rail Changing Lns i Obvicusly Impaired Refused
] Curb Making (R} Physica! Handicap Breath
3 Turmn
Bridge Abut. Making (L) View Obstructed Blood
: Turn
| Bridge Rail Making (U} % Sleepy/Tired Urine
2] Sign Post 1 Slowing/Stpe. E] Fell Asleep Not App
Broadside 2] Pole Start in Traf. 5] Impairment U/K
Rollover 2 Tree Backing
bad Other: { Parked




STATE OF RHODE ISLAND UNIFORM ACCIDENT REPORT

Vehicle #1

Briefly Describe Damage to Vehicle Caused by Accident/Including Glass Breakage:

Briefly Describe Specific Vehicle Damage which Pre-existed the Accident/Inclnding Glass Breakage, If Known:

Briefly Describe Damage to Contents of Vehicle - Cavsed by Accident, If Any-

Vehicle #2

Briefly Describe Damage to Vehicle Caused by Accident/Including Glass Breakage:

Briefly Describe Specific Vehicle Damage which Pre-existed the Accident/Including Glass Breakage, If Known:

Briefly Describe Damage to Contents of Vehicle - Caused by Accident, If Any:

Trailor Information:

[ Reg. No: | State | Make: | vin, # | Towed by:( )1 { 12

Summary Information:

Brietly Describe What Happened and Indicate Specific Description of all Accident Debris, Refer to Vehicle by
Number:

Photos Diagram Operator - Suppienicm‘ Supplemental Truck/
Taken Y (N ) Avtached (Y {IN - | Siatement ()Y (N __FReporis:  { )V ()N ]| Bus Report ¥ (N
Investigating Badge Date of
Officer: i | No¢ Report:

Printed Name

& Signature

A Copy of this Report Must Be Forwarded to:
The Department of Administration Safety Responsihility Section
345 Harris Avenue
Providence, Rhode Island (12909-0345
(Within 15 Days - Per: Rhode Island General Law #31-26-9}
DMV



DIAGRAM OF ACCIDENT:




SUPPLEMENTAL TRUCK/ABUS ACCIDENT REPORT

nyolved; and,,
istaineds or..

Ons pr:More Vehicles. s foiyéd from, the sced
Qne or More Vehicles was Provided Assisianc

" Total Nuniber of Qualifving Velicles Involved:

Trucks with (6) or More Tires or Hazardous Maleriat Placards: ()

Buses Designied to Carry {16) or More Persons: ()

Total Humber of Supplemental Fonns: ()

Intersiate Corricr:

{ }Yes ( )No

Accident Report Number:

Dale Acvident

Time Accident Oceurred

Qecurred: / / . (Milditary): )
t
Carricr Informuation: "!:."crrtiﬁf_'rtrforr Nimhers"
None ="0" -» ( ) Us DOT: State No: Slale: 1CC/MC: .
(7-Mumbers) (6-1unbers)
Azcident Location Information:
Location; (Nutnber/tame of Higliway/Sireet): City/Township: Counly:

(Faer # }

Sonurce of Information:

2) Shipping Pajicrs (T

3, Sk :
35 G 4} Log Boulc
Address: (Streul/Box#) Cily:
Driver [uforination:
Nae: DOoB: Liceuse State:
A
Last First KL Mo Lav Year

(Enter )

Vehicle Configurution:

( WAny Four { 4) Tire Vehicie

{ | )Bus/Seats for 15 People, ncluding Driver
( 2)Single-Uail Truek (2-Axle, 6-Tire)

{ 3 )8ingbe-Unit Trick (3 or more Axles)

{4 yioucksTrailer
( 5 JTruck Tractor/Bobtail
{6 JTractor/Senutrailer

( 7 ) IacterfDouble
( B ¥ltactor/Triple
( 9 )Unknown Truck, Canuot Classily

(Cnter #__ )
Cargo Body Type:

( | )Bus designed lo carry 16 or wiore persons
{ 2 )Waw/Enclosed Bex
{ 3 )Cargo Tank

{ < lathed
( 5)Dump
[ 6 )Conciele Mixer

( 7 )Auto Transpaorter
( 8 )Garbage/Refuse
{9 )0ther

Gross Veltiele Weight Rating:

Truck/ Tractor or Bus:

Lbs,

Trailer(s) Tolak:

Total Amous:__
Lbs.

Total No. of Axles:

(e, Trarier)

L_bs.

Yehicle dentilicativn o, (VIRMY):

Vehicle License Mo

LicenserSlale:

Hazardous Muterials Invelvement:

Did Velicle Have a Hazardous Material Placard? { )Yes ( 3o

If"Yes” trom Placard Indicate Name or 4 digit Number:

(from dinmond or hox)

One (1) iigit Member From Botton of Diamond

{ )

Was {lazardous Material Released (ioin this Vehicle's Carpo |

)¥es (gt

MCSAr4




FATALITY DATA FORM

POLICE
NAME OF FATALITY:
LOCATION: CITY:
DATE: / /
POSTED SPEED LIMIT: MPH
ACTUAI OR CALCULATED SPEED QOF VEHICLE: _____  MPH
ALIGNMENT OF ROAD: STRAIGHT CURVE ___ UNKNOWN _
GRADE OF ROAD: LEVEL GRADE __ UNKNOWN __
ROADWAY FLOW: NOT PHYSICALLY DIVIDED:
DIVIDED HIGHWAY:
MEDIAN STRIP
GUARDRAIL
OTHER TRAFFIC BARRIER
ONE WAY TRAFFICWAY:
UNKNOWN
NUMBER OF LANES ON ROADWAY:
TRAFFIC CONTROLS: NG CONTROLS
FLASHING TRAFFIC SIGNAL
ON COLOR TRAFFIC SIGNAL
STOP SIGN
YIELD SIGN
SCHOOL ZONE SIGN
PEDESTRIAN SIGNAL
OTHER
UNKNOWN
WERE TRAFFIC CONTROLS FUNCTIONING ? YES NO
WAS SPEEDING INVOLVED ? DRIVER #1 DRIVER #2 DRIVER #23
YES
NO
SUSPECTED
WAS ALCOHOL INVOLVED ? (THIS IS STRICTLY CONFIDENTIAL
YES
NO
SUSPECTED

ANY DEFECTS IN CARS RELATED TO ACCIDENT ? IF YES, WHAT KIND?
VEHICLE # 1 VEHICLE #2 VEHICLE #3

PLEASE SPECIFY THE NAME OF EMS UNIT THAT RESPONDED

WAS THIS PERSON WEARING ANY KIND OF RESTRAINT DEVICE?
YES NO IF YES, WHAT KIND?




